We compared two procedures for the emergency treatment of bleeding esophageal varices in patients who did not respond to blood transfusion and vasoactive drugs. We randomly assigned 101 patients with cirrhosis of the liver and bleeding esophageal varices to undergo either emergency sclerotherapy (n 50) or staple transection of the esophagus (n 51). Four patients assigned to sclerotherapy and 12 assigned to staple transection did not actually undergo those procedures, but all analyses were made on an intention-to-treat basis. Total mortality did not differ significantly between the two groups; the relative risk of death for staple transection as compared with sclerotherapy was 0.88 (95 percent confidence interval, 0.51 to 1.54). Mortality at six weeks was 44 percent among those assinged to sclerotherapy and 35 percent among those assigned to staple transection. Complication rates were similar for the two groups. An interval of five days without bleeding was achieved in 88 percent of those assigned to staple transection and in 62 percent of those assinged to sclerotherapy after a single injection (P 0.01) and 82 percent after three injections. In only 2 of the 11 patients who received a third sclerotherapy injection was bleeding controlled for more than five days, and 9 died.
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We conclude that staple transection of the esophagus is as safe as sclerotherapy for the emergency treatment of bleeding esophageal varices and that it is more effective than a single sclerotherapy procedure. We currently recommend The failure to show a significant difference in control of bleeding or survival between these two treatment groups is in keeping with other studies that have compared injection sclerotherapy to oesophageal transection or shunt surgery1'2. This would appear to suggest a large degree of interchangeability between endoscopic and surgical techniques for managing active bleeding. However, some concern must be expressed as to whether injection sclerotherapy was used optimally. Entry criteria into the trial in question was restricted to patients who continued to bleed over a period up to 5 days after first presentation with evidence of variceal haemorrhage. All patients underwent an initial endoscopic assessment, but this itself did not determine the type or timing of treatment. The patients were then followed and assessed for active bleeding, but were not randomised unless there was evidence of haemodynamically significant bleeding or a minimum of 6 units of blood transfused within a 24-hour period. For bleeding of any less severity the patients were volume repleted and received vaso-active drugs at the discretion of the attending physicians. The fact that many of the patients included in the study had experienced further major bleeding after initial presentation is substantiated by the median blood transfusion before randomisation which was 13 units, ranging between 5 and 34 units of blood. By the time of inclusion in the study, the majority of the patients had received some form of vasoactive drug and/or balloon tamponade. Whether such delayed intervention with injection sclerotherapy might have reduced the efficacy remains speculation, although there is evidence that immediate injection sclerotherapy at the time of the diagnostic endoscopy has a success rate of approximately 85-90% 3,4 higher than observed in the present study. There is also some evidence that prior treatment with vasoactive drugs might also reduce the efficacy of injection sclerotherapy, perhaps by exacerbating mucosal damage5. The possibility that delayed intervention might also influence the outcome from oesophageal transection could equally be proposed.
The authors justify delaying intervention on the basis that many patients would be treated unnecessarily as spontaneous cessation of bleeding is not uncommon.
However, in the present study, some 60% of patients either continued to bleed or had early rebleeding (justifying randomisation into the study). Early intervention to arrest active bleeding and to prevent early rebleeding would be justified in all cases if such treatment was both safe and effective. Cost implications must also be considered. It 
